VIRGINIA DEPARTMENT OF HEALTH DIVISION OF TB CONTROL DIRECTLY OBSERVED THERAPY (DOT) LOG

DOT Month: | DOT Year: | DOT Case Manager: Case Mgr Phone:
Patient Name: Med/Strength Dosage | # Tablets | Freg/Route | Start date: | Stop date:
Patient Address:
Patient Phone: (H) (W) (Cell)
Patient’s DOB: Patient’s Sex: M
DOT Start Date: DOT Discontinuation Date:
Date: Printed Name: Signature: Initials:
DOT Site: g g(t)r:g? O Work O Clinic Mask Needed? O Yes O No
Side Effects: If present, check and write progress note. If absent, check in the “None” column.
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